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Background: Dialectical behavior therapy (DBT), which appears to be an effective treatment for binge eating
disorder (BED), focuses on teaching emotion regulation skills. However, the role of improved emotion regulation in
predicting treatment outcome in BED is uncertain.
Methods: This secondary analysis explored whether change in self-reported emotion regulation (as measured by
the Difficulties in Emotion Regulation Scale) during treatment was associated with abstinence from binge eating at
post-treatment and 4-, 5-, and 6-month follow-up in individuals who received a guided self-help adaptation of DBT
for BED. Participants were 60 community-based men and women with BED who received a self-help manual and
six 20-minute support phone calls.
Results: Greater improvement in self-reported emotion regulation between pre- and post-treatment predicted
abstinence from binge eating at post-treatment, 4-, 5-, and 6-month follow-up. However, some follow-up results
were no longer significant when imputed data was excluded, suggesting that the effect of emotion regulation on
binge abstinence may be strongest at 4-month follow-up but decline across a longer duration of follow-up.
Conclusions: This study provides preliminary support for the theoretical role played by improved emotion regulation
in achieving binge eating abstinence. If this finding is replicated with larger samples, further research should identify
specific techniques to help more individuals to effectively regulate their emotions over a longer duration.
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Binge eating disorder (BED) is associated with specific
eating disorder psychopathology, notable psychiatric co-
morbidity, and considerable psychosocial and functional
impairment [1,2]. Furthermore, BED is associated with sig-
nificant medical morbidity and physical health risks [3,4].
The characteristic feature of BED is persistent binge
episodes wherein an unusually large quantity of food is
eaten within a discrete period of time, while experien-
cing a sense of loss of control over eating (i.e., objective
binge eating episodes [OBEs]). Thus, an important goal* Correspondence: kvonrans@ucalgary.ca
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unless otherwise stated.of treatment for BED is to reduce the frequency of such
episodes and ultimately promote abstinence from binge
eating. Research has demonstrated that numerous psy-
chological treatments may be effective in improving binge
eating symptoms, including cognitive behavior therapy
(CBT; e.g., [5]), interpersonal psychotherapy (IPT; e.g.,
[6]), and dialectical behavior therapy (DBT; e.g., [7]). How-
ever, although these treatments are effective for many in-
dividuals, a significant proportion of individuals still fails
to benefit from such treatments [8-10]. For example, ran-
domized controlled trials of group CBT [6], group IPT [6],
and group DBT [11] for individuals with BED have indi-
cated that approximately 40% of individuals receiving
treatment were not binge abstinent for the past month at
one-year follow-up. These findings suggest a need tol Ltd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and
iginal work is properly credited. The Creative Commons Public Domain
g/publicdomain/zero/1.0/) applies to the data made available in this article,
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individuals. To do so, further research is needed to clarify
the processes involved in treatments with some efficacy
and determine predictors of positive treatment outcome.
One psychological mechanism that has been hypothe-
sized to be integral to the development and maintenance
of binge eating is maladaptive emotion regulation [12-14].
Emotion regulation is defined as “the extrinsic and intrin-
sic processes responsible for monitoring, evaluating, and
modifying emotional reactions, especially their intensive
and temporal features, to accomplish one’s goals” [15]. In
essence, emotion regulation involves the ability to tolerate
extreme affect and to regulate one’s affect. Binge eating
has been described as a maladaptive emotion regulation
strategy, wherein binge eating is used to temporarily re-
lieve an aversive emotional state.
Improving emotion regulation is an important goal of
DBT as adapted for BED [6]. DBT for BED focuses on
understanding and recognizing the link between dysreg-
ulated emotions and disordered eating behaviours, and
teaching alternative, more adaptive emotion regulation
skills. Previous research has demonstrated that DBT is
effective in the treatment of BED [7,11]. However, the
association of change in emotion regulation with change
in binge eating remains uncertain.
Purpose
In this exploratory study, we conducted secondary ana-
lyses of a trial of guided self-help DBT for BED aimed at
testing the theory that change in emotion regulation
within individuals during the course of treatment is as-
sociated with treatment outcome at post-treatment and
four-, five-, and six-month follow-up. Treatment out-
come was defined as abstinence from binge eating (i.e.,
zero OBEs for the past 28 days), and was measured at
multiple points: post-treatment, four-, five-, and six-
month follow-up. By including assessment of outcome
at multiple points during follow-up, this study investi-
gated whether any association between change in emo-
tion regulation and subsequent binge eating behaviour
remained consistent or changed across time.
Guided self-help dialectical behavior therapy for binge
eating disorder
A guided self-help adaptation of DBT for BED (see [16])
was developed and evaluated in a randomized wait-list
controlled treatment trial [17]. In guided self-help treat-
ment, a health worker guides an individual through a
self-help manual. Participants in this treatment trial were
randomized to receive treatment immediately (immedi-
ate treatment condition) or after a three-month waiting
period (delayed treatment condition). The current study
utilizes data from this treatment trial. Previously re-
ported results from this trial [17] are briefly summarizedhere so as to provide background context regarding the
efficacy of treatment. These results indicated that, at
post-treatment, participants assigned to the immediate
treatment condition reported significantly improved scores
compared to participants assigned to the delayed treatment
condition in terms of higher rates of binge abstinence
(40.0% versus 3.3%) and fewer past-month OBEs (6.0 ver-
sus 14.4), respectively. Participants in the immediate treat-
ment condition additionally demonstrated improved scores
on self-report measures of eating psychopathology, anxiety,
depression, and quality of life. Furthermore, these partici-
pants demonstrated improved emotion regulation at post-
treatment, with better emotion regulation scores than
those reported by participants in the delayed treatment
condition who had not yet received treatment. The associ-
ation between emotion regulation and treatment outcome
(i.e., binge eating) was not examined. Most improvements
were maintained at six-month follow-up. Many partici-
pants demonstrated a positive response to guided self-help
DBT, yet a significant proportion of participants (70.0%)
failed to be binge abstinent at follow-up, which is consist-
ent with results from other treatment trials of DBT for
BED (e.g., [7,11]).
Methods
This study received approval from the University of Calgary
Conjoint Faculties Research Ethics Board, and informed
consent was obtained from all participants prior to partici-
pating in the study. A summary of key study variables and
procedures is included below; please see Masson and col-
leagues, 2013 [17] for further details.
Participants
Sixty participants were recruited from the community
via local media, with the study described as a treatment
for BED that used a self-help book and telephone support.
To participate in the study, individuals were required to
meet DSM-IV criteria for BED [18] or subthreshold BED
criteria, as assessed via the Structured Clinical Interview
for DSM-IV Axis I Disorders – Non-Patient Version [19].
Thus, participants were required to have had an OBE at
least once a week, on average, over the preceding six
months. Diagnostic criteria in DSM-5 largely aligns with
this lower threshold [20]. Exclusion criteria included:
involvement in concurrent psychotherapy for binge eat-
ing; active psychosis; body mass index (BMI) less than
17.5 kg/m2; use of compensatory behaviors at least once
per week over the past three months; any change in
dose of psychotropic medication over the past three
months; and inability to commit adequate time to as-
sessment and treatment (i.e., approximately two to three
hours per week for 16 weeks in total). Of 122 potential
participants who inquired about the study and were
screened, only three (2.5%) indicated that they were
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and/or were unavailable for study dates. All participants
spoke English fluently and were 18 years or older.
Eighty-eight percent (n53) of participants were female
and 90.0% (n = 54) were Caucasian. Age ranged from 24
to 67 years (M = 42.8, SD = 10.5) and BMI (based on
self-reported height and weight data at pre-treatment
assessment) ranged from 22 to 69 kg/m2 (M = 37.9,
SD = 8.8). All participants had graduated from high
school or equivalent. Twenty-five percent (n = 15) of
participants were taking stable doses of psychotropic
medication for mental health issues (primarily depres-
sion and/or anxiety symptoms).
Assessment and treatment of both the immediate
treatment condition and the delayed treatment condition
were conducted identically, with two exceptions. First,
participants in the delayed treatment condition began
treatment three months after participants in the imme-
diate treatment condition, and therefore completed each
assessment (i.e., pre-treatment, post-treatment, and six-
month follow-up assessment) three months after par-
ticipants in the immediate treatment condition had
completed the same assessment. Second, participants in
the delayed treatment condition completed a baseline
assessment at the outset of the study, at the same time
that participants in the immediate treatment condition
completed a pre-treatment assessment. Thus, partici-
pants in the delayed treatment condition were assessed
four times (i.e., baseline, pre-treatment, post-treatment,
and six-month follow-up), whereas participants in the
immediate treatment condition were assessed three
times (i.e., pre-treatment, post-treatment, and six-month
follow-up). See Table 1. Data from the baseline assess-
ment, which were collected to evaluate treatment effi-
cacy in the randomized wait-list controlled trial, are not
considered in the current study.
As all participants in both the immediate treatment
and delayed treatment condition completed identical
treatment, data from participants in both conditions are
pooled together for all analyses in the current study.
Between-group mediational analyses are not possible
with the current dataset due to small sample size and re-
sultant low statistical power, as well as the unbalancedTable 1 Timing of assessments completed by participants in t
treatment condition over 12 months
Condition Study timeline
0 months 3 months
Immediate treatment #1: Pre-treatment assessment #2: Post-treatment
assessment
Delayed treatment #1: Baseline assessment1 #2: Pre-treatment
assessment
Note. 1Baseline assessment data were not included in analyses.study design (i.e., as the delayed treatment condition
began treatment only three months after the immediate
treatment condition began treatment, data are not avail-
able to compare to the treatment condition’s follow-up
data). Preliminary analyses indicated no significant differ-
ences between participants in the immediate treatment
and delayed treatment condition on OBE frequency or
emotion regulation total scores, at pre-treatment, post-
treatment, or follow-up; emotion regulation change scores
at post-treatment or follow-up; or binge abstinence rates
at post-treatment or follow-up (all p’s > .1). Lack of group
differences in these variables supports our use of pooled
data from the immediate treatment condition and the de-
layed treatment condition in the following analyses.
Assessment and measures
Each assessment included the Difficulties in Emotion
Regulation Scale (DERS; [21]) and items from the Eating
Disorder Examination (EDE; [22]). As the EDE assesses
eating pathology over the three preceding 28-day inter-
vals, administration of the EDE at six-month follow-up
assessment provided eating pathology scores for three
time periods (i.e., four, five, and six months after treat-
ment completion). In comparison, administration of the
DERS at six-month follow-up assessment provided emo-
tion regulation scores for only one time period (i.e., six
months after treatment completion).
Eating Disorder Examination
The EDE is a well-established semi-structured interview of
eating disorder symptomatology. It has established reli-
ability for the assessment of BED [23], and is considered
the gold standard for the assessment of eating disorder
psychopathology [24]. Only questions relevant to the dif-
ferential diagnosis of BED were administered (e.g., ques-
tions regarding binge eating frequency, behaviors and
feelings associated with binge eating, the use of compensa-
tory behaviors, and self-reported height and weight).
The EDE rater was not involved in treatment delivery
and was blind to participants’ group assignment at pre-
treatment and post-treatment assessment. The rater re-
ceived training in administration of the EDE prior to the
outset of the study and administered the EDE under thehe immediate treatment condition and delayed
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EDE binge eating assessment was examined among 12%
of the interviews conducted. The original rater’s rating
of the frequency of binge eating within the last 28 days
and consensus coding of two eating disorder researchers
were identical (r = 1.0).
Difficulties in Emotion Regulation Scale
The DERS is a 36-item self-report questionnaire de-
signed to assess multiple aspects of emotion regulation.
The Total Score was analysed, which is the sum of six
subscale scores: Nonacceptance of Emotional Responses,
Difficulties Engaging in Goal Directed Behavior, Impulse
Control Difficulties, Lack of Emotional Awareness, Lim-
ited Access to Emotion Regulation Strategies, and Lack
of Emotional Clarity. Higher scores indicate greater diffi-
culty in emotion regulation (range=36-180). Based on
pre-treatment data, the DERS demonstrated high in-
ternal consistency in the current study (α=.95).
Treatment
Treatment was administered via a DBT for BED self-
help manual developed for this study and six 20-minute
support phone calls. In addition, one in-person, 45-
minute orientation session was provided at the outset of
treatment wherein the self-help manual was distributed
and the basic treatment tenets were discussed. The
orientation and all support calls were provided by a doc-
toral candidate in clinical psychology working under the
supervision of a psychologist. The manual was designed
to be used over thirteen weeks, and the six support calls
were provided approximately every two weeks across this
treatment period. Each chapter in the manual had a spe-
cific focus and included homework that was intended to
be worked on by participants during the week that the
chapter was read. Support sessions focused on encour-
aging participants’ use of the manual, answering any ques-
tions that participants had about the manual, and
problem-solving with participants to determine how they
could find the time to use the manual and/or remember
strategies discussed in the manual. The manual provided
education on three skills modules to aid in regulating
emotions (i.e., Mindfulness, Distress Tolerance, and Emo-
tion Regulation), and guided the reader through activ-
ities and exercises designed to increase familiarity with
these skills and encourage implementation of these
skills in daily life.
Statistical analyses
The ability of post-treatment emotion regulation change
scores to predict treatment outcome (i.e., binge abstin-
ence) at post-treatment and four-, five-, and six-month
follow-up was examined. An emotion regulation change
score at post-treatment was created by calculating thedifference between each participant’s post-treatment DERS
total score and his/her pre-treatment DERS total score.
Binary logistic regression analyses were used to exam-
ine whether DERS post-treatment change scores (i.e.,
change in emotion regulation ability) predicted binge ab-
stinence at four-, five-, and six-month follow-up. T-tests
additionally compared the magnitude of DERS post-
treatment change scores between participants who were
versus were not binge abstinent at post-treatment, four-,
five-, and six-month follow-up.
All statistical analyses were compared to a significance
level of p < .05.
Missing data
Twenty-one of 60 participants (35.0%) did not fully
complete post-treatment assessment (i.e., complete both
the EDE and DERS); 27 of 60 participants (45.0%) did
not fully complete follow-up assessment. The conserva-
tive last observation carried forward method was used
in all analyses.
Results
Mean scores for DERS total and subscale scores are pre-
sented in Table 2 for descriptive purposes. Only DERS
total scores are included in the following results.
Binary logistic regression analyses indicated that DERS
change scores at end of treatment predicted binge ab-
stinence at end of treatment (χ2(1) = 6.99, p < .01; OR =
1.04, CI = 1.01-1.07). DERS change scores at end of
treatment also predicted binge abstinence at each
follow-up point: four-month (χ2(1) = 9.23, p < .01; OR =
1.06, CI = 1.02-1.10), five-month (χ2(1) = 6.32, p < .05;
OR = 1.04, CI = 1.01-1.07), and six-month follow-up (χ2
(1) = 6.43, p < .05; OR = 1.04, CI = 1.01-1.07).a The odds
ratios indicated that for every unit increase in DERS
post-treatment change score, there was an approximately
4-6% increase in the odds of being binge abstinent at
post-treatment and various follow-up points.
In addition, t- tests further demonstrated that partici-
pants who were binge abstinent at end of treatment re-
ported greater change in emotion regulation at end of
treatment, as compared to individuals who were not binge
abstinent at end of treatment. Likewise, participants who
were binge abstinent at four-, five-, and six-month follow-
up also reported greater change in emotion regulation at
end of treatment. Specifically, t-tests illustrated that partic-
ipants who were binge abstinent at post-treatment and
each follow-up point demonstrated, on average, approxi-
mately three times as much change in DERS scores at end
of treatment as individuals who were not binge abstinent
at those respective time-points (top of Table 3). Effect
sizes (Cohen’s d) were all approximately large, although
the effect size at four-month follow-up (d = 1.01) was not-
ably greater than effect sizes at other time points.
Table 2 Mean emotion regulation scores at pre-treatment, post-treatment, and six-month follow-up (N=60)
Difficulties in emotion regulation scale Pre-treatment M (SD) Post-treatment M (SD) 6-month follow-up M (SD)
Total score 102.03 (25.39) 84.04 (25.37) 81.76 (26.35)
Nonacceptance of emotional responses 17.29 (6.57) 13.68 (6.10) 13.25 (6.25)
Difficulties engaging in goal directed behavior 16.15 (4.71) 13.58 (4.48) 13.07 (4.65)
Impulse control difficulties 15.90 (6.26) 12.87 (5.32) 12.50 (5.54)
Lack of emotional awareness 18.48 (4.67) 15.78 (4.88) 15.58 (4.78)
Limited access to emotion regulation strategies 20.51 (8.09) 16.59 (7.50) 16.37 (7.85)
Lack of emotional clarity 13.60 (3.95) 11.73 (3.64) 11.20 (3.64)
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In post hoc binary logistic regression analyses, we ex-
plored whether attrition and use of imputed data af-
fected results. These analyses included only those
participants who had completed both the DERS and the
EDE at each time point (i.e., 39 participants at post-
treatment and 33 participants at each follow-up point).
Overall, results from these “completer” analyses trended
in the same direction; however, several results were no
longer statistically significant. Specifically, DERS post-
treatment change scores predicted binge abstinence at
four-month follow-up (χ2(1) = 5.12, p < .05; OR = 1.05,
CI = 1.01-1.10). Analyses that examined whether DERS
post-treatment change scores predicted binge abstinence
at post-treatment (χ2(1) = 2.63, p = .11; OR = 1.03, CI =
1.00-1.06), five-month follow-up (χ2(1)=2.71, p = .10;
OR = 1.03, CI = 1.00-1.06), and six-month follow-up
(χ2(1) = 3.30, p = .07; OR = 1.03, CI = 1.00-1.06) did
not reach statistical significance. Likewise, comparison of
mean DERS post-treatment change scores between partic-
ipants who were binge abstinent at post-treatment, four-,
five-, and six-month follow-up, and individuals who were
not binge abstinent at those respective time points, sug-
gested that participants who were abstinent experienced
greater change in emotion regulation from pre-treatment
to post-treatment. However, the size of difference in
amount of change between participants who were and
were not abstinent only reached statistical significance at
four-month follow-up (bottom of Table 3). Effect sizes from
these analyses were medium at post-treatment, five-, and
six-month follow-up, and large at four-month follow-up.
Discussion
This study explored the predictive significance of magni-
tude of change in emotion regulation during the course
of treatment on binge abstinence at post-treatment,
four-, five-, and six-month follow-up among individuals
who received guided self-help DBT for BED. In analyses
of the full sample, the amount of change in emotion
regulation over treatment was associated with binge ab-
stinence at post-treatment, four-, five-, and six-month
follow-up. Specifically, the amount of change reported inemotion regulation from pre-treatment to post-treatment
was almost three times greater among participants who
were binge abstinent as compared to participants who
were not binge abstinent. These findings support the
theoretical notion that improving emotion regulation is
associated with binge abstinence. Such findings, if rep-
licated, may help further improve existing therapeutic
efficacy and help more individuals to successfully re-
cover from BED.
It is noteworthy that results shifted when only partici-
pants who had completed the full assessment at each
time-point were included (i.e., completer analyses, with
no imputed data included). In these post hoc completer
analyses, the amount of change in emotion regulation
from pre-treatment to post-treatment was only predict-
ive of binge abstinence at four-month follow-up; results
trended toward but did not attain significance at post-
treatment, five-, and six-month follow-up. It is possible
that the lack of significant differences in these analyses
of the completer sample was attributable to low statis-
tical power (i.e., only 33–39 participants were included
in these analyses). With a larger sample, the difference
in amount of post-treatment change in emotion regula-
tion between participants who were and were not binge
abstinent at each time point may have reached statistical
significance whether or not data was imputed. However,
these findings could also suggest that an association be-
tween change in emotion regulation and treatment out-
come appears only during the few months subsequent to
treatment completion, and is lost over a longer duration
of follow-up. Even in analyses of the full sample, the as-
sociation between change in emotion regulation and
binge abstinence was notably stronger at four-month
follow-up than any other assessment point, as indicated
by both the odds ratio in regression analyses and
Cohen’s d effect sizes in t-tests. From this perspective,
findings indicate the importance of identifying strategies
to strengthen the association between change in emotion
regulation and treatment outcome for a longer duration,
and/or identifying other factors beyond change in emotion
regulation that yield sustained positive treatment outcome.
As binge eating is a multiply determined behavior that
Table 3 Mean change in emotion regulation scores among participants who were binge abstinent versus non-abstinent at each follow-up
Abstinent at post-treatment Abstinent at 4-month follow-up Abstinent at 5-month follow-up Abstinent at 6-month follow-up
Full sample, with imputed data (N =60)
Yes No t; Cohen’s d Yes No t; Cohen’s d Yes No t; Cohen’s d Yes No t; Cohen’s d




−30.19 (27.20) −10.39 (19.91) −3.25*; .83 −31.19 (30.03) −7.88 (12.97) −3.70*; 1.01 −28.27 (26.91) −10.12 (19.96) −3.00*; .77 −29.12 (28.45) −10.56 (18.92) −3.04*; .77
Treatment completers only, without imputed data (N=33-39)
Yes No t; Cohen’s d Yes No t; Cohen’s d Yes No t; Cohen’s d Yes No t; Cohen’s d




−31.57 (27.01) −16.79 (24.98) −1.75; .57 −38.89 (32.44) −12.26 (13.75) −3.16*; 1.07 −34.67 (29.22) −17.33 (25.87) −1.79; .63 −36.75 (31.23) −17.41 (23.22) −2.03; .70
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maintenance, improving emotion regulation may increase
the likelihood of binge abstinence but there are likely add-
itional factors that need to be considered in sustaining
long-term maintenance of abstinence.
Further research with larger samples is needed. In
addition, we encourage research that includes an active
comparison group, considers other ways of measuring
emotion regulation, and explores additional predictors of
treatment outcome.
The current findings need to be interpreted in the
context of existing literature. In particular, a randomized
controlled trial comparing group DBT to an active com-
parison group therapy [11] reported significant group
differences between OBE frequency and abstinence rates
at post-treatment that were not maintained over the
12 month follow-up period. Improvements in in emotion
regulation were also similar between treatment groups.
In light of these findings, the authors suggested that
nonspecific therapeutic factors common to both treat-
ments may account for treatment outcome, rather than
specific effects of DBT. When these results are consid-
ered alongside results from the current study, it appears
that change in emotion regulation is important in im-
proving outcome for individuals with BED, although (1)
therapeutic approaches other than DBT may also effect-
ively improve individuals’ emotion regulation, (2) DBT
may not effectively improve emotion regulation and re-
duce binge eating for all individuals, and/or (3) the im-
portance of improved emotion regulation for reducing
binge eating may vary over time. It is also possible that
differences in findings across studies regarding the role
of emotion regulation in treatment outcome are attribut-
able to differences in study methodology. For example,
analyses in the current study focused upon comparing
treatment responders versus non-responders, rather than
comparing treatment conditions. Recognizing the substan-
tial portion of individuals who do not respond to BED
treatment, analyses that consider differences in individual
response within a treatment condition may be particularly
important. In addition, in the current study we examined
change in emotion regulation, rather than focusing on level
of emotion regulation, to test the hypothesis that magni-
tude of change across treatment in one’s ability to regulate
his/her emotions is predictive of treatment outcome. Fur-
thermore, guided self-help DBT as provided in the current
study involved considerably less direct clinical contact over
the course of treatment than either group DBT or the ac-
tive comparison group therapy (i.e., two hours individual
phone contact in guided self-help DBT versus 40 hours
face-to-face group contact in DBT and the active compari-
son group), which may have limited the opportunity for
nonspecific therapeutic factors (e.g., therapeutic alliance)
to contribute to treatment outcome in the current study.In sum, results from the current study tend to be con-
sistent with the theoretical notion that improved emotion
regulation is associated with better treatment outcome in
BED. Notably, in the context of a guided self-help treat-
ment, the present findings showed that individuals with
BED can learn adaptive emotion regulation skills in a cost-
effective way that does not demand significant time with a
therapist. However, further research is needed to better
understand inconsistencies in results within this study
(e.g., between analyses that did and did not use imputed
data) and across studies, and to clarify the duration of time
after the end of treatment that this association between
change in emotion regulation and treatment outcome is
strongest. In addition, research is needed to examine the
extent to which nonspecific factors associated with general
therapeutic and/or natural recovery processes may addi-
tionally contribute to treatment outcome. Finally, research
should explore whether improved emotion regulation may
be a process that influences treatment outcome in other ef-
fective psychological treatments for BED, so as to deter-
mine the specificity of the effect. Dismantling studies that
identify specific techniques used in DBT that contribute
most to improved emotion regulation would also be benefi-
cial, as well as research that identifies other treatment ori-
entations beyond DBT that impact emotion regulation.
Strengths of this study include that it used prospective
data collected within a randomized controlled trial. Par-
ticipants were recruited from the community using very
few exclusion criteria, which increases the study’s exter-
nal validity. Measurement of the primary outcome – binge
eating – involved a reliably administered, well-established
semi-structured diagnostic interview. In addition, meas-
urement of binge eating occurred across multiple points
during follow-up. A major limitation of this study is that
power to detect significant effects may have been lim-
ited by small and unequal cell sizes, particularly in post-
hoc analyses that excluded imputed data. Relatedly,
attrition and the use of imputed data may have affected
results. In addition, a self-report measure was used to
assess emotion regulation. In addition, as between-
group analyses comparing change in the treatment con-
dition to change in the delayed treatment condition
were not possible due to this study’s design, findings in-
dicate that change in emotion regulation may be an im-
portant process in positive treatment outcome but do
not confirm that change in emotion regulation is spe-
cific to DBT. Rather, change in emotion regulation
could predict positive treatment outcome among other
therapeutic orientations, be part of a natural recovery
process, or both. Finally, it is possible that change in
emotion regulation, as measured by the DERS, is re-
flective of change in other factors (e.g., change in gen-
eral psychopathology). If so, the association between
change in emotion regulation and subsequent binge
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tors not examined in this study.
Conclusions
Overall, this study suggests that change in emotion regu-
lation by the end of treatment predicts binge abstinence
in guided self-help DBT for BED. These findings suggest
that emotion regulation is an important skill that pre-
dicts positive treatment outcome for BED. However,
questions remain regarding the strength of the effect of
emotion regulation on outcome at various points across
time. Replication and further examination of these ex-
ploratory findings with larger samples is needed. Further
research that considers how to refine and improve upon
treatments for BED should explore the extent to which
emotion regulation can be emphasized within treatment
protocols, consider additional strategies that can be used
to enhance emotion regulation across a range of individ-
uals with BED, and consider other mechanisms that may
additionally account for positive treatment outcome at
post-treatment and over time.
Endnote
aControversy exists as to whether abstinence from
binge eating is the most appropriate criterion of treat-
ment outcome and should be required for remission
from BED and other eating disorders [24]. Thus, we also
ran a linear regression analysis between DERS post-
treatment change scores and OBE frequency scores,
thereby assessing treatment outcome among individuals
regardless of abstinence status. DERS change scores pre-
dicted OBE frequency at post-treatment, four-, five-, and
six-month follow-up (p’s < .05). Thus analysis of OBE
frequency and binge abstinence yielded similar results.
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